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Objectives

Overview of the Home and Community Based Services
(HCBS) Provider Quality Oversight process

Familiarize providers with updates to the 2018 Self-
Assessment

|dentify and address frequently asked questions

Provide resources for technical support



2018 Self-Assessment

* The process is currently underway on the HCBS 2018
Provider Quality Management Self-Assessment Form

470-4547 with submission to occur by December 1,
2018.

* The submission of the self-assessment and participation
in IME HCBS quality oversight activities is required for
certain provider types to maintain enrollment as an lowa
Medicaid provider.

* A provider who fails to maintain enroliment with lowa
Medicaid will also lose enrollment with any contracted
managed care companies.



Four Methods of Provider Oversight

Self-Assessment Focused Desk Review

Provider

Oversight

Periodic On-Site

Targeted Review Review




Periodic Review Focused Targeted
Review Review

Full review of Reviews a Reviews
required policies, select focus  areas of
procedures, and area that concern
evidence changes affecting
annually health and
safety and

service quality

On-site Desk or on- Desk or on-
site review site review

Occur on a five year Yearly sample As needed
cycle, or as the group of due to
provider’s providers concerns
certification expires




Self-Assessment

« Annual self-reporting tool on standards for identified
HCBS waiver providers.

— Covered services are identified in Section B of the
self-assessment

« Standards come from
— Code of Federal Regulations (CFR)
— lowa Code
— lowa Administrative Code (IAC)
— Best practice recommendations
« May require the development of corrective action plans



Annual
Provider Self
Assessment

Internal
Quality
Improvement
Activities

Quality
Providers

HCBS
Quality
Oversight
Reviews




2018 Self-Assessment
General Updates

 Form content and submission method remains the same
— Fillable PDF document, submitted via email
— Electronic signatures

« Continue to implement the HCBS Settings Statewide
Transition Plan through the Address Collection Tool

« Minor changes for efficiency and ease of use



Due Date
By December 1, 2018

A completed Address Collection Tool MUST accompany
your self-assessment submission

Incomplete self-assessments will not be accepted.

— Revisions need to be resubmitted by the provider by
December 1, 2018.

Failure to submit the required 2018 Quality
Management Self-Assessment by December 1, 2018
will jeopardize your agency’s Medicaid enroliment.



The 2018
Self-Assessment

*http://dhs.iowa.qov/ime/
providers/enrollment/prov

Ider-quality-
management-self-
assessment

*Save to your computer
by agency name
Complete electronically

*Submit using the
button on the form

Email the completed
Address Collection
Tool

Home- and Community-Based Services (HCBES)
2018 Provider Guality Management Self-Assessment

T T e—

Bl amar e

This form is required for entities enrolled to provide services in Section B under the

Tollowing waiversiprograms:

» Health and Disability = [Elderly Waiver
Waiwer (HD}

»  AIDEHIV Waner

= Brain Injary Wamner (BI)

« Children's Mental Health » Physical Disability Water
Waiver [CMH) (FO)

» Intedectual Disabdity Waiver « HCBS Habdiation Senices
(1 {Ha)

Each provider is required to submit one, sie-section sef-assessment by December 1, 2018

This form is 0 be completed and submitted wia fillable POF as directed on the Prossger

fmﬂhty_ﬂ.h&ﬂgﬂ:ﬁnﬂ_eﬂ;&ﬁﬁm webpage. A password-protected electronic signature
s required in Section E. in order for this docurnent I:u::-ﬂh accepted. Incomplete self-
assessments will not be accepted.

Section A kdentify the agency submitting this fomm.

Section B. ldentify the programs and senices your agency s enrclled to provide. I yow are

uncertain which sensices you are enrclled for, contact lova Medicaid Enterprise (IME) Provider
Sensces via emad imeprovidersendices fidhs state.ia ws or phone at 300-338-7909, option 2.

Section C. Select the response opbion from the *Response Cpticn” cofumn that indicates the
maost accurate response for each itern. | reguired areas are incomplete, the s=f-azsessment
will be retumed fo the agency and must be resubmitted.
= Response options Include:
o Yes o Mo response are avadable i required for the senvice
o fes, Mo, and NA responses are available when the standard is not
required for afl senice providers
"Mote: All standards are considersd best practices

Section O Please fill out the information as requested
Section E. Please compiste and sign as directed
Section F. Please fill cut the information as requested.

Questions showd be directed to the HCBS Specialist assigned to the cownty where the parent
agency is located. For 3 complete list of HCBS Cuality Owersight Uinit contacts and a list of

HCBS Specalists by region, please go io te DHS webpape HCES Waner Provider Contacts"
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Section A — Agency ldentification

Section A asks for
information for the main
office. There is a space to
list the EIN number (9 digit
number) and all applicable
agency NPIs (10 digit
numbers). List your
agency'’s legal name, if

different from name you are

doing business as(DBA),
as well as correct emalll
addresses.

Section A. Agency ldentification

Click for help

Please identify your parent agency by providing the following information

using the text entry fields below.

Employer ID Number (EIN) (9 digits):

Associated MPI:

Agency Mame (as registered to EIN):

Mailing Address:

Physical Address:

City: ‘ State: ‘ Zip: City: | State: ‘ Zip:
County: County:

Executive Director/Administrator: Title:

Email: Telephone:

Self-Assessment Contact Person: Title:

Email: Telephone:

Agency Website Address:




Section A — Agency ldentification
(continued)

* Please clarify if you have
agency locations that operate

under a different name. T '

« Example: Your main office

location operates under the

company name but your self-

assessment also covers 3

assisted living facilities across
the state that operate under
different names. Those names,
counties, and NPIs should be
listed here.



Section B — Service Enrollment

Section B. Service Enrollment

Click for help |

Indicate each of the programs and comesponding services your agency is enrolled to provide
(regardless of whether or not these services are currently being provided). If your agency is not enrolled
for any of the services in this section, you are not required to submit the annual Provider Quality
Management Self-Assessment. If you are uncertain as to the services your agency is enrolled for,
please contact the IME Provider Services as explained on page one.

E
m
'gu AIDS/HIV Waiver Bl Waiver
| =
o

[] Adult Day Care [] Adult Day Care

[] Agency Consumer Directed Attendant Care [ ] Behavier Programming

[] Counseling [] Agency Consumer-Directed Attendant Care
g [] Respite [] Family Counseling and Training
2 [] Interim Medical Monitoring and Treatment
£ [ ] Prevocational Services
b [ ] Respite

[] Supported Community Living
[] Supported Employment

g
Ié) CMH Waiver Elderly Waiver
| =
o

[[] Family and Community Support Services [] Adult Day Care
@ [] In-home Family Therapy [ | Agency Consumer Directed Attendant Care
= [] Respite [] Assisted Living Service
Z [] case Management
L] [T Mental Haalth Outreach




Section B — Service Enrollment
(continued)

« Select ALL services you are enrolled for.

* You may be enrolled for additional HCBS services not
listed in Section B. These services are not part of the
self-assessment or HCBS quality oversight process.

« Self-Assessment responses will be based on the policies
and procedures the agency utilizes for the services
indicated in Section B.



Section C — State and Federal
Standards

l. Fiscal Accountability

IAC Chapters 78 and 79

At a Minimum, all providers will maintain evidence of:

1. A system for setling rates based on reasonable and proper costs of service provision
ifor example: D-4s, fee schedules, County Rate Information System CRIS Report, Choose One_~ |
Documentation to support assigned tier rate) |
2. The maintenance of fiscal and clinical records for a minimum of five years Choose One_~ |

If indicating *No,"” describe plan to meet the standard(s]):

If indicating *NA,* describe why the standard(s) are not applicable to your agency:




Section C— State and Federal
Standards (continued)

* You must select a response for each standard. Any self-
assessments with unanswered standards or comments
will be returned and considered not complete.

— If indicating “Yes”, it means you have a policy and/or
evidence in place as required. It is not necessary to
explain your response.

— If indicating “No”, you must describe a corrective
action plan (CAP) to meet the standards

— If indicating “NA”, you must describe why the
standard(s) are not applicable to your facility.



Section C - .
Requirement B. HCBS settings

42 CFR 441-310 (c)(4) and 42 CFR 441-710

Applies to HCBS services covered by the self-
assessment.
— Responses for respite are not required due to the
nature of the service
Respond to standards “a.” through “n.” for each service
the agency is enrolled

If a service you are enrolled for is not listed under a
specific standard, you are not required to provide a
response to that standard for that service.



Requirement B. HCBS ssttings required for all providers
At a minimum, thers will be evidence of:

1. The =etting is integrated in, and facilitates the member's full access to the greater
community including opportunitiezs to seek employment and work in competitive integrated
seftings, engage in community life, control personal resources, and receive services in the
community like members without dizabilities

Adult Day Cars

Agency Consumer-Directed Attendant Care (CDAC)

Assisted Living Sernvice

Behavior Programming

Counseling

Day Habilitation

Family Counseling and Training

Family and Community Support Services

In-home Family Therapy

Interim Medical Monitoring and Treatment (IMMT)

Mental Health Cutreach

Prevocational Services

Residential-Based Supported Community Living (RB-SCL)

Supported Community Living (SCL)

Supported Employment (SE)

KH| | | 2[R % | | | | R N[

Habilitation Services

Day Habilitation

Home-based Habilitation

Prevocational Habilitation

Supported Employment Habilitation

HEEEEEEEEEEEEEEREEEEE

L flele fle

If indicating “Mo,” describe plan to meet the standard{s):

If indicating "NA," describe why the standardis) are not applicable to your agency:

—




Requirement B. HCBS settings (cont.)

 Standards 1-6 include
—All HCBS services

« Standards 7 through 14 include services that are
— Provider-owned, provider-controlled™

— Most are specific to residential settings

« Standards 9, 10, 11 also apply to non-residential settings

* The definition of a provider-owned and controlled
setting is included within Section C — Ill. Requirement B.



Requirement B. HCBS settings (cont.)

Requirement B. 7 through 14 applies to services in provider-ocwned or confrolled settings. As indicated in the
approved Statewide Transition Plan (STP). services are provider-owned or provider-conirolled if the following

conditions are present:

If the HCBS provider leases from a third party or owns the property, this would be considered provider-owned or
caontrolled. If the provider does not l2ase or own the property, but has a direct or indirect financial relaticnship with the
property awner, it would be presurmed that the setting was provider-controlled unless the property owner or provider
establishes that the nature of the relaticnship did not affect either the care provided or the financial conditions
applicable to tenants. If the member leases directly from the third party that has no direct or indirect financial
relationship with the provider, the property is not considered provider-cwned or controlled.

7. In provider-owned or provider-controlled sefting, each member has privacy in their
sleeping or living umnit
Agency Consumer-Directed Attendant Care (CDAC) MNA =
Residential-Based Supported Community Living (RB-5CL) MNA =1
Suppeorted Community Living (SCL) NA dl
Habilitation Services
Home-based Habilitation MNA dl

If indicating “Mo,” describe plan to meet the standard(s):

If indicating "MA." describe why the standard(s) are not applicable to your agency:




Requirement B. HCBS settings (cont.)

 Aresponse of “Yes” indicates that the provider can
demonstrate evidence of compliance through various
agency policies or procedures

— Evidence may include member service plans, service
contracts, lease agreements, member assessments,
activity calendars, service documentation

« A written policy on HCBS settings and integration is not
currently required, but recommended



Section D — CMS Final Setting Rule

New for 2018

Section D. CMS Final Setting Rule

Dwuring any HCBS Quality Owersight review process has your agency been reguired to submit
a cormective action plan related to the reguirements identified in Section Il. Requirement B.
HCBS Setings Rule or Section ll. Requirement C. Person-Centered Planning 7

42 CFR 441.301(c)(4) and 42 CFR 441.710{a)

Choose One_~ |

If “¥'es,” your agency must submit a status update to your corrective action plan to provide evidence that your agency

i om track to mest compliance in this area. Include update below.




Section E — Guarantee of Accuracy

Section E. Guarantee of Accuracy Click for help

In submitting this Sef-Assessment or signing this Guarantee of Accuracy, the agency and all signatories
jointty and severally cerify that the information and responses on this Self-Assessment are trus,
accurate, complete, and verfiable. Further, the agency and all signatories each acknowledge

(1) familiarity with the laws and regulations governing the lowa Medicaid program; (2) the responsibility to
request technical assistance from the appropriate regional HCBS Specialist (see contact instructions on
page ome) in order to achieve compliance with the standards listed withim this assessment; (3} the
Department, or an authorized representative, may conduct desk or on-site reviews on a periodic basis,
as initiated by random sampling or as a result of a complaint. NOTICE: Any person that submits a
false statement, response, or representation, or any false, incomplete, or misleading information,
may be subject te criminal, civil, or administrative liability.

Indicate which accreditation. licensure or certfication held, including those which qualify your agency to provide
HCBS. Include dates of accreditation/licenswre/certfication for each selection chosen (MMM begin — MMMYY end):
Check Box | Accreditation. Licensure or Cerification Start Date End Date
Council an Accreditation

CARF Intemational

lowa Diepartment of Public Health

The Council on Quality and Leadership (COL)
Department of Inspectons and Appeals

The Joint Commission {TJC)

Chaptsr 24

Other

Question Rzsponse
Is your organization in good standing with the accreditation/licensing/certifying crganization?

DDI:ILI | I

*If your organization received less than a three year accreditation/certification, the review results Choose {_~ |
and comective action plan must accompany the completed 2018 HCBS Provider Quality
Management Self-Assessment.

Is this organization in good standing with the lowa Secretary of State's Office? Choose C_x |

PRINT MAME of Agency

PRINT MAME of Executive Director

SIGMATURE of Executive Direcfor Drafe

PRINT MAME of Chairperson, Board of Directors

SIGNATURE of Chairpersan, Board of Directors Dafe




Section E — Guarantee of Accuracy
(continued)

» Accreditation/Licensing/Certification needed to provide
enrolled HCBS services

— Include start and end dates as prompted
= Signatures
— Should be signed with a secure digital signature.

— A help document can be found at:
https://helpx.adobe.com/acrobat/using/digital-ids.html

— Work with your HCBS specialist for additional
troubleshooting.

— Self-Assessments without signatures will be returned




Self-Assessment Submission

« Self-Assessment will again be completed electronically
— Use “Submit” button at the end of the document

Do not complete the form by hand, scan, print, fax,
or upload through IMPA unless otherwise instructed
by your HCBS specialist

e Send the REQUIRED Address Collection Tool at the
same time as the self-assessment



Self-Assessment Submission
(continued)

« Other supporting documentation as needed
- Accreditation Report
- Corrective Action Plans as needed from Section D

« Send all supporting documents with your agency name
In the email subject line



Self-Assessment Submission
continued)

To: hecbsqi@dhs.state.a.us

Subject: Submitting Completed Farm
Attachment: 2015 SA 470-4547_distributed. pdf

From:

Email Address:

Full Mame:

[ Remember me

To save your email address and name in Adobe Acrobat’s Identity
preferences, check Remember me, Do not check this boxif you are using
-a public computer.

send

Section E. Please complete and sign as directed




Self-Assessment Submission
(continued)

e

Cutgoing Message Motificaticn

'0' An emall message with "20 L5 5A 470-4547_cistnibuted. paf” attached has been
k. sent from your default email account. If your account is not configured to send
ernail automatically, it wall be stored in the outbox folder. You wall have to
manually send it from your email account.

| Dan't show again

r



Address Collection Tool

« Information on HCBS service setting sites will continue
to be collected as indicated in the statewide transition
plan to the Centers for Medicare and Medicaid Services
(CMS).

« A 2018 Address Collection Tool has been sent to all
providers who submitted a 2017 self assessment

« If you are a new provider or did not receive a blank
copy of the tool, please request it directly from your
HCBS specialist.



Address Collection Tool

« All waiver services covered by the self assessment
except Respite and Elderly Waiver Case
Management.

 If you saved your address collection tool from last year,
you may be able to copy the information that is still
relevant and paste it into the 2018 form in the
appropriate tab and columns.

— Revise and update the data to reflect your agency’s
current service settings.

— Do not re-send the 2017 address collection tool



Address Collection Tool

« Submit all office locations and service provision
sites for required services

— Include member addresses if services are provided in
the member home’s

— Include office addresses for all agency office
locations, regardless of whether services are provided
in that location.

— An office is defined as space is staffed by people who
also provide administrative or clerical work and who
are not providing direct care services.



Address Collection Tool

* The form is a Microsoft Excel file

— Select “Enable Editing” and then “Enable Content” in
the yellow bar at the top

Home Insert Fage Lavout Farmulas Data Review View

a Protected View  This file ariginated from an Internet location and might be unsafe. Click for maore details. | Enable Editing |
B11 v F |
| A, | B | C | ] | E | F G H | J £
1
2
3 Click the button below to begin
fil
3 Address Entry Form
i
7
:
9
10
El
12

ol
= A



Address Collection Tool

-

Site Addreszes

fgency Mame* I |

Twpe of Location™® |

— Site Address

Address Mumber*

ity

Street*

Unitfapka* |
Stake* | I Zip Code* |

Add Location to Spreadshest

Clear

Exit




Address Collection Tool

(Site Acdreses 2 == o

Agency Mame* |

Type of Location® | Service ;!

— Site Address

Address Mumber* I Street® nikf Apka* I
Ciby* I Stake* I 1A Zip Code* I

il — Service Location

Tvpe of Service Location | | _:i

Mon-Residential (vocational/day program

dential thomelanartment)

Add Location to Spreadshest Clear Exit




Address Collection Tool
DO Include

v Agency office locations

v" Member addresses for all waiver funded services
covered in Section B of the self-assessment that are
provided in the member’s home

- Includes IMMT, counseling and therapy services

v Group Supportive Employment if provided in a
workshop-type setting or an enclave.

v" Community Based or “no walls” Day Habilitation
- Use primary address



x

X X X X

Address Collection Tool
DO NOT Include

Office locations in member homes that are simply used
to store and maintain agency paperwork and supplies.

Community locations that the member and staff travel to
during service delivery

Community businesses where individual SE is provided
Respite services
Elderly Waiver Case Management member addresses

Elderly Waiver Mental Health Outreach member
addresses



Determining Provider-
Owned/Controlled

 Provider-owned or controlled:

— HCBS provider leases from a third party or owns the
property

— Provider does not lease or own the property, but has
a direct or indirect financial relationship with the
property owner unless the property owner or provider
establishes that the nature of the relationship did not
affect either the care provided or the financial
conditions applicable to tenants.

« Not provider-owned or controlled:

— Member leases directly from a third party that has no
direct or indirect financial relationship with the
provider



Submission of Address Collection Tool

« Email the tool to hcbsqi@dhs.state.ia.us
— Include agency name in the subject line

* |nformation on service sites and addresses should be
submitted via the approved form only

 Submission of the self-assessment will not be
considered complete until the Address Collection

Tool is also received
— It is strongly recommended to submit both at the
same time



Timeliness

* Due by December 1, 2018

* Implementation of corrective action to address current
CFR, lowa Code, and |IAC standards must be completed
within 30 days of the date in Section E.

« Failure to submit the required 2018 Quality
Management Self-Assessment will jeopardize your
agency’s Medicaid enroliment.



What to expect following submission

* Providers will receive written letter of acceptance by IME

* |Incomplete submission

— |f areas of the self-assessment are incomplete or
corrective action was not identified, the provider will
be notified and the self-assessment must be
resubmitted

— The December 1, 2018 due date still remains



HCBS Support

o Self-Assessment Website

http://dhs.iowa.gov/ime/providers/enrollment/provider-
quality-management-self-assessment

— Frequently Asked Questions (FAQS)
— Self-Assessment Training Slides

— Link to regional specialist map
— Archived Self-Assessment resources

« Archived Informational Letters
http://dhs.iowa.gov/ime/providers/rulesandpolicies/bulleti
ns

* Informational Letter sign-up
https://secureapp.dhs.state.ia.us/impa




IME HCBS SPECIALIST OVERSIGHT REGIONS

Julene Shelton-Beedle Eyen Oumets | Dickiescn S A | e (563) 582-5658
(712) 423-9040 it kbarkleo dhs.state.in.us
e 0O Brien iy Ao . nunu Flowd " Wisconsin
South Dakota I -
- Pyrmautt Erci | pyens st | WHEHE Franksin »
Rebecra Barber Westa Buter | Brenes
(319) 266-6TH4
rharber@dhs.state.js.us S ) Binck
Woodbury i Bac ] i Bringy i
Minnesota
fres=y
: Janes.
Monona | oot | morak | Greene By (g | TR | Beom |
Boone .

Courtney Ackerson Carton

(S15) 974-3038 Testhar

cackersi dhs.state.isus Dl :

Palk Jasper Sshnsn

Emily Hoth _, -]

{315) 334-5516

erothidhs.state.ia.us Madzsn | Warren Maron

fae Lucas
General IME HOBS Correspandence IMEHECHS O R

IME Incident and Complaint Specialists 100 Army Fost Road e e LY SRR Y,
Lisa Roush - PO Bax 36330 Shannon Miller

S15)974-3021 Des Moanes, bowa 30315 (515)256-453
A i Far. S)o B SAG smiller L dhs state.is.us
Irousha dhs. state.ia.us waivershouindhs. state in us © Waiver wait lstslot questions

hebgigiidhs state i us | Compluints and Incident repart fislkw-up
hchawarven dhe state ja.us | Ceneral HOCBS guestions
Revised 871 010
E"x .




Additional Resources

 (Centers For Medicare and Medicaid Services
http://www.cms.qov/

* lowa Code and lowa Administrative Code (IAC):
http://search.leqgis.state.ia.us/nxt/gateway.dll/ic?f=templat
es&fn=default.htm

 Provider Services: http://dhs.iowa.qgov/ime/providers
— imeproviderservices@dhs.state.ia.us

— 1-800-338-7909 (toll free) or 515-256-4609 (Des
Moines) Select Option 4




Additional Resources

 The HCBS Settings Toolkit

— released by the Centers for Medicare and Medicaid
services (CMS)

— contains Exploratory Questions designed for Non-
Residential HCBS sites.

— can be used to evaluate your services to identify the
presence or absence of each indicator.

— questions are linked on lowa’s HCBS Setting
Transition webpage:
http://dhs.iowa.gov/ime/about/initiatives/HCBS




* Send questions to:

ncbsqgi@dhs.state.ia.us
Subject: 2018 Self-Assessment




